
                                                                                         

Washington Apple Health Supplemental Form 
(Used for Long-Term Care/Aged, Blind, Disabled Coverage) 

General Information 
First name Middle initial Last name ACES Client ID number 

Date of Birth (mm/dd/yyyy)                                                                 SSN:   

I, my spouse, or someone in my household is applying for: 
 Health Care Coverage for Aged, Blind, or Disabled 
 Medicare Savings Program 
 In-Home caregiver services 
 Nursing Home care 
 Help with medical bills (from last three months) 

 
Healthcare for Workers with Disabilities (HWD) 
 Hospice care 
 Assisted Living/Adult Family Home 
 Child/Family Institutional Care (Hospital/CLIP) 
 Developmental Disabilities Administration Services 

In the past 30 days, I received health care coverage from another state, tribe or other source?    Yes       No                                    

I or someone in my household is a sponsored  alien?    Yes      No     Who?                                       ______________                                             

I or someone in my household served in the military?  Yes      No     Who?                                     ______________                                                                                       

I or someone in my household is the dependent or spouse of someone (living or deceased) who served in the military? 

 Yes       No     

I have a tax dependent I have not yet included on my application that does not live with me?     Yes       No                                    

If yes:  Tax Dependent’s Name:                                                  Date of Birth:                           SSN:   _______  

I am:    Single       Married living with spouse      Married living apart from spouse       Divorced       Widowed   

             In a registered Domestic Partnership          Legally separated  
 
 
 

Income Information 
I, my spouse, or someone in my household receives income from one of the following sources: 

 Who Receives  
the Income 

     Gross Monthly 
Amount 

Who Receives 
the Income 

Gross Monthly   
Amount 

Trusts  $  $ 

Labor & Industries (L&I or insurance) 
 

 $  $ 

Child support  $  $ 

Sales Contracts/Promissory Notes  $  $ 

Gifts (cash support/gift cards)  $  $ 

Other  $  $ 

I, my spouse, or someone in my household receives income from an annuity investment?*   Yes   No  
Who Owns the Annuity Company or Institution Amount or Value Monthly Income Date Purchased 

  $ $  
  $ $  
*If you, or your spouse, have an interest in an annuity and you accept Washington Apple Health (Medicaid) Long 
Term Care benefits, you must name the State of Washington as a remainder beneficiary of the annuity. 
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Housing Information 
I pay a monthly housing expense (rent, mortgage, condominium fees or property taxes)  Yes  No 
 If yes, list monthly amount: $    

 

Resources (Skip this section if only applying for Healthcare for Workers with Disabilities) 
A resource is anything you own or are buying that can be sold, traded, or converted into cash or money held by 
others. A resource does not include personal property such as furniture, or clothing. Examples of resources are: 

 
Cash 

 
Mutual Funds 

Houses,  
including the one you live in 

 
Life insurance 

 
Checking accounts 

 
Stocks Burial funds Prepaid funeral plans 

 
Savings accounts 

 
Annuities 

 
Condominium 

 
College funds 

 
CDs 

 
Trusts 

 
Land 

 
Time-share 

 
Money market account 

 
IRA 

 
Sales Contracts 

 
Business equipment 

 
Savings bonds 

 
401K 

 
Buildings 

 
Farm equipment 

 
Bonds Retirement fund 

 
Life estate 

 
Livestock 

 

    
 

Please list the resources you, your spouse, or anyone you are applying for owns or is buying: 

Resource Who Owns Where Held Value Who Owns Where Held Value 

   $   $ 

   $    
$ 

   $    
$ 

   $    
$ 

   
$    

$ 

   
$    

$ 

   
$ 

   
$ 

I, my spouse, or someone I’m applying for have cars, trucks, vans, boats, RVs, trailers, or other motor vehicles: 
  

Year (E.G. 2010) 
 

Make (E.G. Ford) 
 

Model(E.g. Escort) 
 

Check if Leased Check If Used For  
Medical Purposes 

 
Amount Owed 

     $ 
     $ 
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Additional Long Term Care Resource Questions (Complete only if you are applying for LTC services) 
 

I, my spouse, or someone I am applying for owns or is buying a home which is a primary residence: 
 

Property Address Current Value  
(Per Assessor) 

Loan Amounts Owed  
on the Property 

 $ $ 
 $ $ 

 
I, my spouse, or someone I am applying for has sold, traded, given away, or transferred a resource in the last five years 
(including, trusts, vehicles, cash or life estates):     Yes       No If yes, complete the following: 

 

Type of Resource Date of Transfer Value of Resource Transferred Who Was it Transferred to 
  $  
  $  
 
 
 

 $  
  $  

 
Long Term Care Insurance (Not needed for Medicare Savings Program) 
I/we have long-term care insurance  Yes      No Is this a qualified LTC Partnership (LTCP)policy?  Yes    No 
If yes, please list the name of the insurance company(s) and who the policy covers. 

 

Insurance Company Policy Number Policy Holder’s Name Covered Person Dollar value (if LTCP) 
    $ 
    $ 
    $ 

 
Deductions 
I, my spouse, or someone I am applying for pay or are supposed to pay (check all that apply): 

 Monthly Amount Who Pays 
Child or Adult Dependent Care $  

Court ordered child support $  
Payee Fees $  
Guardianship Fees $  
Court ordered attorney fees $  
Recurring Medical Expenses (include Medicare or other 

health insurance premiums you pay) 
$  

   I, my spouse, or someone I am applying for owes medical expenses: 
 

Medical Expense Type Date Incurred Amount Owed Who Owes 
  $  
  $  
  $  

 
I am disabled and working and have expenses that enable me to work. These are called impairment related work expenses 
(IRWE). 

 Yes      No If yes, list expense(s) amount $    
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Read Carefully Before Signing 
Repaying the State for Health Care Coverage and Long-Term Care: 
By law, if you are age 55 or older and receive Washington Apple Health (Medicaid) or long-term care services, Health Care 
Authority (HCA) may recover from your estate (assets you own at the time of your death) to repay HCA for the costs of health care 
coverage, medical services, and long-term care (including Washington Apple health (Medicaid) personal care services). Medicare 
cost sharing expenses paid by Medicare Savings Program are exempt. HCA may recover the costs for state-only funded long-term 
care services received at any age. These are called Estate Recovery. Tribal lands may be exempt from recovery. 

Long-Term Care services include COPES, Washington Apple Health (Medicaid) Personal Care, nursing home services, adult day 
health, private duty nursing, and the following four Developmental Disabilities Administration (DDA) and Home and Community 
based Services (HCBS) waivers: Basic, Basic Plus, Core, and Community Protection along with other services provided by Home 
and Community Services and the Developmental Disabilities Administration. 

Estate recovery doesn’t occur until after your death and the death of your surviving spouse, if any. If you have dependent heirs, 
estate recovery may be delayed for some hardship reasons. 

If you are permanently living in a nursing home or other medical facility, HCA may file a lien against your property to repay the 
costs of health care coverage, medical services, and long-term care you received. If you return home, HCA will release the lien. HCA 
won’t file a lien against your home if: 

• Your spouse lives there. 

• Your child who is blind, disabled, or under 21 lives there. 

• Your sibling who has an equity interest in the home lives there and has lived there for at least one year immediately before you 
entered the facility. 

Administrative Hearing Rights: 
If you disagree with a decision we have made regarding your health care coverage or long-term care services, you have the right 
to appeal the decision through the administrative hearing process. You may also ask a supervisor and administrator to review the 
disputed decision or action without affecting your rights to an administrative hearing. 

Declaration and Signature 
I have read and understood the information in this application. I declare, under penalty of perjury under the laws of the State of 
Washington that the information I have given in this application, including the information concerning citizenship and immigration 
status of the members applying for benefits, is true, correct, and complete to the best of my knowledge. 
Signature of Applicant or Authorized Representative 

 

   Date    

Printed Name of Applicant or Authorized Representative 
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